There are concerns regarding a number of aspects of the publication by Rogers and colleagues 1 on the cost-effectiveness analysis of continuous flow left ventricular assist devices (LVADs) as destination therapy. The publication concludes that: "The cost-effectiveness associated with continuous flow LVADs for destination therapy has improved significantly relative to the pulsatile flow devices."
To the Editor:
There are concerns regarding a number of aspects of the publication by Rogers and colleagues 1 on the cost-effectiveness analysis of continuous flow left ventricular assist devices (LVADs) as destination therapy. The publication concludes that: "The cost-effectiveness associated with continuous flow LVADs for destination therapy has improved significantly relative to the pulsatile flow devices."
Cost-effectiveness analyses commonly are used to support the reimbursement submission of a medical product. However, the limitations described next question the validity of the published results, 1 and thus their usefulness to aid reimbursement decision making.
First, all inputs used in a cost effectiveness analysis will be estimated with a degree of imprecision. Probabilistic sensitivity analyses in cost-effectiveness analysis are preferred because they reflect the full uncertainty associated with all input variables. The pharmacoeconomic guideline published in 2009 by the United States of America Academy of Managed Care Pharmacy recommended the probabilistic (nondeterministic) approach, particularly for more complex models such as Markov models. 2 Similarly, in the United Kingdom the 2008 NICE Guide to the Methods of Technology Appraisal, a guide that describes the methods that should be followed for all technology appraisals, mandated probabilistic sensitivity analysis in cost-effectiveness analyses submitted to the NICE Appraisal Programme. 3 Conversely, in their cost-effectiveness analysis, Rogers and colleagues 1 prefer a deterministic (nonprobabilistic) sensitivity analysis. In deterministic analyses, input variables selected from the model are assigned point estimate values (eg, minimum, average, maximum), and so results interpretation is conditional on the assumed range of uncertainty. Hence, the main limitation of the deterministic approach is that the analyst has discretion as to which variables and what alternative values are included. 4 Subsequently, results become more prone to selection bias than those from probabilistic analyses.
Second, another limitation 1 is how they derive the 2-year survival rate estimate for the optimal medical management (OMM) strategy. In the methods section, the authors report making an indirect comparison because no head-to-head trial has directly compared OMM with continuous flow LVAD HeartMateII, and so they use the OMM survival rate estimate directly from the REMATCH trial.
The authors do not discuss the limitations of the way the indirect comparison is derived, implying that the method used can provide accurate and precise results. As a matter of fact, they make a naïve indirect comparison by comparing survival rates of 2 single arms extracted from 2 different trials as if they were from the same randomized controlled trial. There is consensus in the literature that this naïve (or unadjusted) indirect comparison is inappropriate and should be replaced by an adjusted one. 5 Last, the 2-year survival rate estimate is a key parameter in the cost-effectiveness analysis. The 0.25 estimate used for the pulsatile LVAD strategy is incorrect. The correct estimate as reported in the REMATCH trial is 0.23. Regrettably, the 2-year survival rate was confused with the 1-year rate.
In light of the above, this publication has methodological limitations that might lead health regulatory authorities to false judgments regarding the cost-effectiveness of the continuous flow LVAD HeartMateII.
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